A dolescent suicide and suicidal behaviours have become major public health issues in recent years. Suicide is widely recognized as a major cause of mortality in young people, and nonfatal suicidal behaviours in young people are associated with considerable morbidity. Suicidal behaviour in adolescence covers a wide spectrum of phenomena for which an exact definition and an understanding of the interrelations remain controversial. 1 The epidemiology of youth suicide is a fascinating story. The 20th century produced a steady rise in the incidence of suicide in young males punctuated by decreases during the World Wars; however, since the 1990s, rates of suicide in young men have steadily declined. This was partly due to an increased number of cars with catalytic converters and to declines in rates of unemployment and divorce. 2 Some researchers, especially in the United States, have strongly supported the important role of selective serotonin reuptake inhibitors use in explaining the reduction of adolescent suicide, 3,4 a claim refuted by Biddle et al. 2 Following the introduction of the black box warning, there was a new rise in adolescent suicide, which some authors attributed to reduced prescriptions of these agents, although Wheeler et al 5 have vigorously disputed this interpretation.
One other major epidemiologic finding in recent years has been the finding that, in China, southern India, and Singapore, the accepted sex differences for suicide are reversed, and that young females are more at risk for suicide than males. 6 In these young females, mental illness seems to be less of a factor in their suicides than has been reported in the West 7 and most fatalities are due to pesticide ingestion. Undoubtedly, the restriction of the use of pesticides is a very important preventative measure in these countries. 8 It has become increasingly clear that family genetic studies play an important role in understanding suicide and that, especially in youth, suicide is inherited distinctively from any concurrent psychiatric illness. 9 It has also become increasingly apparent that genetic transmission is more characteristic of suicide in youth than that of suicide in older people. The biological mechanism that may be involved is probably related to serotonin metabolism and low turnover of 5-hydroxyindoleacetic acid as measured in the cerebral spinal fluid, which in turn is related to aggression and impulsivity. 10 This, combined with a genetic predisposition for a heightened stress reaction via genetic mechanisms in the hypothalamo-pituitary-adrenal axis, 11 provides a plausible basis for beginning to understanding suicide in youth.
Psychological risk factors that have been the focus of recent attention include overgeneralized autobiographical memory associated with interpersonal relationships, 12 deficits in problem solving, 13 as well as high levels of impulsiveaggressiveness. 14 Additional potential precursors of suicidal behaviour in depressed adolescents are other early development traits, such as temperament and emotional regulation. 15 Adolescent suicidal behaviour also seems to be related to just about all types of serious psychiatric disorder, including: eating disorders, 16 schizophrenia, 17 and, of course, all forms of depression, especially bipolar disorder.
Social risk factors for adolescent suicide include parental separation, divorce, and family discord, as well as child abuse and imitation. 18 Media reporting and, naturally, alcohol and drug abuse are also important facilitators of suicide among young people. Bullying and peer victimization are extremely dangerous precipitators 19, 20 and, together with the understudied effects of immigration, are reviewed more extensively in this issue's In Review. 21, 22 A new social force impinging on youth suicide is the Internet. 2 As an increasingly popular source of information, concerns have been raised about the existence of websites that promote suicide 23 as well as suicide websites that have been claimed to have facilitated suicide pacts among strangers. 24 Hardly any research exists on treatment for suicidal adolescents. However, there has been tremendous advancement in the treatment of depression, and many studies have assessed the use of cognitive-behavioural therapy (CBT) and interpersonal therapy and medications for depression in youth.
Dialectical behaviour therapy is treatment adapted for suicidal behaviour in adolescents, specifically, 25 although its use still requires a firmer evidence base. A particularly interesting recent report 26 has described the use of CBT with a specific protocol for suicidal adolescents. This report was based on a very large and sophisticated study; however, its relevance for everyday clinical practice remains to be seen. There have been many studies on the use of antidepressants, either alone or in combination with psychotherapy, for depression, but none have addressed suicidal behaviour as the main object of therapy, although there has been much discussion about the potentiating effects of these drugs on suicide. Only one medication has been shown to have a potential antisuicide effect; that is, lithium. 27 Apart from one report, 28 there have been no studies on the effects of lithium on adolescent suicidal behaviour.
Although there are self-report instruments assessing the presence of suicidality as well as risk factors, there are still major problems in objective assessment of suicidal adolescents. Although the principles of clinical assessment are well known and used by clinicians all over the world, an objective orthogonal assessment scale is still problematic. This reflects the difficulties regarding definitions. For instance, are suicidal gestures more serious than suicidal ideation? Is a low-lethal suicide attempt more serious than a suicidal gesture? The only recent publication to deal with this problem is a study by Posner et al 29 describing the Columbia Classification Algorithm of Suicide Assessment; this is a standardized suicidal rating system providing data for the pediatric suicidal risk analysis of antidepressants conducted by the Food and Drug Administration. The lack of such a scale has, in our opinion, severely impeded the progress of research in suicide in adolescents because most of the scales in use do not take these factors into consideration.
Suicide prevention and national prevention programs have become increasingly in vogue. 30 The most important programs use public campaigns to promote the detection and treatment of depression, such as the European Alliance against Depression. Unfortunately, these programs have not been directed distinctively to adolescents. More specific adolescent prevention programs have been well described by Gould et al. 31 Although there are many prevention programs used in various settings (for example, community resources, schools, and emergency departments), the overall empirical evidence about effective ways to prevent or treat suicidality in youth is quite low. 32 Current efforts to establish more solid empirical evidence for suicide prevention include the Evidence-Based Practices Project, a national initiative to develop a national registry of effective prevention programs in the United States. 32 Prevention efforts usually include interventions such as screening for depression and suicide risk in schools and clinical settings gatekeepers training for school staff, means restriction, and, as described above, pharmacological treatment and CBT and (or) skills training. As stated many times before, these strategies and specific programs need further systematic evaluation. 33 In conclusion, it is probably fair to state that the field of adolescent suicide has advanced considerably, although major areas of study still remain, including:
1. Improving the definitions of different subtypes and phenotypes of suicidal behaviour.
2. Understanding the dramatic time sequence, geographic, and sex differences that effect suicidal behaviour.
3. The continued investigation of biological and genetic factors that interact with environmental factors and put people at high risk of suicide.
4. Understanding some of the social and psychological variables underlying suicidal behaviour.
5.
Assessing existing suicide prevention programs for youth in different settings.
The identification of more specific risk factors for suicide will help improve prediction of suicidality and hence create better assessment processes, better treatment, and more targeted prevention programs.
